Saturday, 17 June 2017 979 osteoarthritis (OA) is to unload the affected compartment, this is accomplished by correcting the angular deformity towards the unaffected compartment, i.e. shifting the hip-knee-ankle angle (HKA; mechanical axis) towards varus for a medial lesion. Knee joint distraction (KJD) is an alternative joint-sparing treatment for knee OA and has been demonstrated to decrease pain, improve function, and increase joint space width (JSW) 1 . Objectives: To investigate the importance of axial alignment (and correction) in these two effective (joint-sparing) treatments of medial knee OA. Methods: Patients with medial knee OA, a HKA less than 12°varus, normal knee stability, younger than 65 years, and a BMI less than 35 kg/m 2 were randomized to HTO (n=46) or KJD (n=23). WOMAC and VAS pain were collected at baseline and after twelve months. To assess structural outcome, JSW was measured on knee radiographs, before and after both treatments. HTO patients had full leg standing anteroposterior radiographs taken before and after surgery, KJD patients only had these taken before surgery. Therefore, the femur-tibia angle (FTA; anatomical axis), acquired using Knee Image Data Analysis (KIDA), was investigated as an alternative for assessing axial alignment. Agreement between axial alignment as defined by HKA and by FTA appeared to be fair (ICC=-0.414). WOMAC and VAS Pain were then related to (changes in) axial alignment, Kellgren & Lawrence (K&L) grade, BMI, gender, pre-operative range of motion (ROM), and age as independent variables in linear regression models. 
Conclusions: Both KJD and HTO lead to a statistically significant clinical and structural benefit after one year. Nevertheless, the change in FTA was associated with WOMAC change after one year in the HTO group, but not in the KJD group. This indicates that axial alignment correction may not per se be necessary for clinical benefit. HOA is a heterogeneous group of disorders with two main subsets including nonerosive and erosive disease. Few studies demonstrated inflammatory ultrasound changes and more severe clinical symptoms in patients with erosive compared with non-erosive disease, however the results are inconsistent. Objectives: he aim of this study was to evaluate progression of pain, stiffness, physical impairment and ultrasound features in patients with erosive and nonerosive HOA in a two years longitudinal study. Methods: Consecutive patients with symptomatic HOA fulfilling the American College of Rheumatology (ACR) criteria were included in this study. Joint pain and swelling were assessed. Patients reported joint pain on 100 mm visual analogue scale (VAS). Pain, joint stiffness and disability were assessed by the Australian/Canadian OA hand index (AUSCAN). Radiographs of both hands were examined and erosive disease was defined by at least one erosive interphalangeal joint. Synovial hypertrophy and power Doppler signal (PDS) were scored with ultrasound. Synovitis was graded on a scale of 0-3 and osteophytes were defined as cortical protrusions seen in two planes. Patients were examined at baseline and at the two years follow-up.
